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Acquired Immunodeficiency Syndrome (AIDS) 
in Western Palm Beach County, Florida 


From July 1982 through September 15, 1986, 79 persons meeting the surveillance case 
definition for acquired immunodeficiency syndrome (AIDS) were reported from western Palm 
Beach County, Florida. These patients were residents of the towns of Belle Glade (62 case- 
patients), Pahokee (seven case-patients), and South Bay (10 case-patients) at the time of 
onset of their ilinesses. The number of cases is shown by year of diagnosis in Figure 1. Based 
upon 1980 census data, the calculated cumulative incidence for AIDS in these three towns is 
295/100,000 population. In comparison, the overall cumulative incidence for AIDS in the 
United States is 10.8/100,000. 


Selected characteristics of these 79 AIDS patients are listed in Table 1. Sixty-four patients 





FIGURE 1. Acquired i defici y syndrome cases, by year of diagnosis — westem 
Paim Beach County, Florida, 1981-1986 
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were male; all but three of the patients were at least 13 years of age. The three pediatric pa- 
tients were born to mothers infected with human lymphotropic virus type-lill/lymphadenop- 
athy-associated virus (HTLV-IlI/LAV), the virus that causes AIDS.“ Of the 76 adult patients, 
63 (82.8%) were members of population groups known to be at increased risk for HTLV-IlI/LAV 
infection or were born in Haiti, a country in which heterosexual contact plays a major role in 
transmission of HTLV-Ill/LAV (7,2). The remaining 13 (11 men, two women) adult patients 
had no reported risk factors for AIDS, but 10 of these 13 died before epidemiologic investiga- 
tions could be completed. 

Compared with other adult AIDS case-patients reported from Florida in the period, adult 
AIDS patients from western Palm Beach County were more likely to be reported as hetero- 
sexual intravenous (IV) drug abusers (31.6% vs. 13.1%, p < 0.05), as sex partners of persons 
at increased risk of having AIDS (35.5% vs. 18.5%, p < 0.01), or as persons with no reported 
risk factors for AIDS (17.1% vs. 4.8%, p < 0.01). 

Detailed information is available for the 62 case-patients from Belle Glade. Most of the 
AIDS patients lived in an area in the central part of town, comprising a population of 7,207 
persons (1980 Decennial Census, Neighborhood Statistics Program). This area of Belle Glade 
is characterized by high rates of IV drug abuse and sexually transmitted diseases (3). Investi- 
gations in May 1985, May 1986, and August 1986 revealed that 19 adults with AIDS in Belle 
Glade could be directly linked to at least one other reported AIDS case by sexual contact, by 
sharing of needles during IV drug abuse, or both. These linked patients account for 32.2% of 
the 59 adult AIDS case-patients reported from Belle Glade between February 1982 and 
August 1986. Five of the 10 adult women reported as having AIDS during this time were 
prostitutes; four of the five were also IV drug abusers. 

To evaluate the prevalence of and risk factors for HTLV-III/LAV infection in Belle Glade, a 
community-wide study was conducted from February through September 1986 by the Flori- 
da Department of Health and Rehabilitative Services (DHRS) and CDC. The town was divided 
into neighborhoods as determined by the 1980 decennial census. A proportionate-sampling 
scheme was used to interview and test persons living in and around the neighborhoods in 


*The designation “human immunodeficiency virus” (HIV) has been accepted by a subcommittee of the 
international Committee for the Taxonomy of Viruses as the appropriate name for the retrovirus that has 
been implicated as the causative agent of AIDS (Science 1986;232:697). 


Table 1. AIDS cases in western Paim Beach County, Florida, by patient characteristics, 
city of residence, and sex, September 15, 1986 





Belle Glade Pahokee/South Bay 
Characteristics Male Female Male Female Total (%) 


Adult patients 

Homosexual/bisexual 10 (12.7) 
Heterosexual IV drug abuser 24 (30.4) 
Transfusion-associated 2 (2.5) 
Heterosexuai patient” 27 (34.2) 
None of the above 13 (16.5) 








Pediatric patients 
Mother with AIDS 1 2 0 0 3 (3.8) 
Total 50 12 14 3 79(~100.0) 


“Includes 10 persons who had heterosexual contact with a person with AIDS or at increased risk of 
AIDS, and 17 persons born in Haiti, where heterosexual transmission is believed to play a major role. 
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which most of the AIDS patients resided. Preliminary results of this study indicate that 30 
(3.1%) of 959 persons tested had detectable antibodies to HTLV-Ili/LAV by both enzyme 
immunoassay and Western-blot methods. One of the 30 persons had been diagnosed as 
having AIDS. 

Sex-, age-, and race-specific seroprevalence rates have been calculated for the first 736 
persons for whom data entry has been completed. Fourteen (3.7%) of 378 males and 12 
(3.4%) of 358 females had antibodies to HTLV-III/LAV. None of 121 children ages 2-10 years 
had antibodies to HTLV-Ili/LAV. Other HTLV-Ili/LAV-antibody prevalence rates by age group 
were as follow: 14 (8.9%) of 157 persons ages 18-29; seven (4.4%) of 160 persons ages 
30-39; two (1.8%) of 113 persons ages 40-49; three (3.2%) of 91 persons ages 50-59; and 
none of 94 persons over 60 years of age. Eighty-eight percent of seropositive adults were 
ages 18-49 years; 90% of adult AIDS case-patients reported in the United States are in that 
same age group. Twenty-six (4.2%) of 616 black-not-Hispanic persons tested had antibodies 
to HTLV-III/LAV, including 13 (8.7%) of 150 persons born in Haiti. None of 42 Hispanic per- 
sons and none of 60 white-not-Hispanic persons were seropositive. There was no clustering 
of persons infected with HTLV-III/LAV within households, except for four instances of infec- 
tion involving two pairs of sexual partners. Further analyses are in progress to determine 
specific risk factors for infection. 

Arthropods have been hypothesized as a mode of HTLV-Ili/LAV transmission in Belle 
Glade (4). As a measure of exposure to different mosquito vectors and antibody prevalence, 
samples obtained during the serosurvey were tested by the serum dilution-plaque reduction 
neutralization method in the Division of Vector-Borne Viral Diseases, CDC, for antibodies to 
five arboviruses (Tensaw, Maguari, Keystone, Saint Louis encephaiitis, and dengue-2) preva- 
lent in South Florida or the Caribbean (Table 2). There was no significant difference in preva- 
lence of antibodies to these arboviruses between HTLV-Ill/LAV-infected and -noninfected per- 
sons. The lack of association between detection of antibodies to HTLV-III/LAV and antibodies 
to these arboviruses extends the findings of an earlier pilot study that included these and four 
other arboviruses (Pahayokee, Shark River, Gumbo Limbo, and Mahogany Hammock) indige- 
nous to South Florida (5). 

Reported by M Roberts, RN, Glades General Hospital, R Young, MD, Glades Health Center, J Howell, MD, 
MPH, Palm Beach County Public Health Unit, M Wilder, MD, Acting State Epidemiologist, Florida Dept of 
Health and Rehabilitative Svcs; Division of Vector-Borne Viral Diseases, AIDS Program Office, Center for 
Infectious Diseases, CDC. 

Editorial Note: The high rate of AIDS in western Palm Beach County has focused national at- 
tention on this area. The cumulative AIDS incidence in this area (295/100,000 population) is 


TABLE 2. Results of testing’ for antibody to five arboviruses, by HTLV-III/LAV antibody 
status, community survey, Belle Glade, Florida, 1986 





Number of persons positive for antibody to arbovirus 
HTLV-11/LAV St. Louis 


antibody status Tensaw Maguari Keystone encephalitis Dengue-2* 
Positive (n=27) 1 (3.7%) 3 (11.1%) 1 (3.7%) 3 (11.1%) 8 (29.6%) 








Negative (n=603) 81 (13.4%) 106 (17.6%) 79 (13.1%) 79 (13.1%) 91 (15.1%) 
*Serum dilution-plaque reduction neutralization technique. 


tThis difference is not statistically significant by the Cochran-Mantel-Haenszel test for association be- 
tween HTLV-lIl/LAV and dengue-2, after controlling for previous residence in Haiti, where dengue 
viruses are endemic. 
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comparable to that of the City of San Francisco (316/100,000) and the borough of Manhat- 
tan (270/100,000) — areas with the highest incidence of AIDS in the United States. in western 
Paim Beach County, the high cumulative rate is largely the result of high rates of AIDS among 
IV drug abusers and their sexual partrers. 

Thirteen (17.1%) of 76 adult patients in western Palm Beach County with AIDS had no 
reported risk factors. Although this proportion is significantly higher than in other areas in 
Florida, 10 of the 13 case-patients died before they could be comprehensively interviewed to 
obtain additional epidemiologic information on risk factors. Nationally, 72.9% of AIDS case- 
patients who were initially reported as persons without known risk factors, and who were 
available for follow-up, have been reclassified (6). AIDS cases are not categorized as resulting 
from heterosexual transmission unless the index partner of the AIDS patient is known a) to be 
infected with HTLV-IIl/LAV, b) to have AIDS, or c) to belong to another risk group. Therefore, 
if no such information is available concerning the relevant sexual partners, a case is character- 
ized as having no risk factors. 

Thus far, findings of the community-based study demonstrate a high prevalence of HTLV-Ill/ 
LAV infection among younger adults of both sexes (i.e.,.18-29 years of age), while no children 
and no adults over age 60 have had evidence of infection with HTLV-Ill/LAV. Additionally, sero- 
logic findings for household members of HTLV-Ili/LAV-infected persons did not show any evi- 
dence of viral transmission through casual contact. Infection with HTLV-Ill/LAV was not asso- 
ciated with arbovirus infection, suggesting that HTLV-lil/LAV-infected persons were not more 
likely than persons without HTLV-lil/LAV infection to have been exposed to mosquitoes. Thus, 
the hypothesis that arthropods have transmitted HTLV-Ill/LAV in Belle Glade is not supported 
by AIDS surveillance data, age-specific rates of HTLV-IlI/LAV infection, and the arbovirus sero- 
logic studies. 

The available epidemiologic evidence suggests that HTLV-IlI/LAV infection in Belle Glade 
results predominantly from sexual transmission and the use of contaminated needles for in- 
jecting drugs intravenously. The U.S. Public Health Service has published guidelines to prevent 
sexual and drug-abuse-related transmission of HTLV-Ill/LAV (7). In this setting of a high 
cumulative rate of AIDS and a high prevalence of HTLV-III/LAV infection, programs to pro- 
mote risk-reduction practices must be expanded and adopted. Additionally, voluntary serolog- 
ic testing combined with health education and counseling should continue to be available to 
enhance reduction of HTLV-Ill/LAV transmission. 

The ongoing analyses of the community-wide DHRS/CDC study should further clarify 
specific risk factors for HTLV-IlI/LAV infection in Belle Glade and provide a basis for additional 
public health recommendations for the prevention of infection with this virus. 
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Leading Work-Related Diseases and Injuries 


The National Institute for Occupational Safety and Health (NIOSH) has developed a sug- 
gested list of 10 leading work-related diseases and injuries and has described the first nine 
categories on that list.* A discussion of the tenth and final category, Psychological Disorders, 
appears below. 

PSYCHOLOGICAL DISORDERS 

There is increasing evidence that an unsatisfactory work environment may contribute to 
psychological disorders. Studies have shown that factors contributing to an unsatisfactory 
work environment may include work overload, lack of control over one’s work, nonsupportive 
supervisors or co-workers, limited job opportunities, role ambiguity or conflict, rotating shift- 
work, and machine-paced work (7-4). Psychological disorders that can result from such fac- 
tors may be classified as a) affective disturbances (e.g., anxiety, irritability), b) behavioral 
problems (e.g., substance abuse, sleep difficulties), c) psychiatric disorders (e.g., neuroses), 
and d) somatic complaints (e.g., headache, gastrointestinal symptoms). In addition to psy- 
chological disorders, stressful working conditions may have a systemic influence, possibly af- 
fecting the etiology and/or prognosis of other disease states, as suggested by recent studies 
of stress-related immunologic suppression (5). 

Although data bases currently available for determining the extent of work-related psy- 
chological disorders are limited, several indicators suggest that these problems impose sub- 
stantial health and financial costs in the United States. A recent study in California showed 
that claims for the development of “work-related neuroses” more than doubled during 
1980-1982; claims for all other disabling work-related injuries during the same period actual- 
ly decreased by about one-tenth (6). A study of representative medical claims throughout the 
country showed that during 1980-1982 claims for “mental stress” that developed gradually 
(i.e., a chronic problem unrelated to a single traumatic incident or to any physical work-related 
disorder) accounted for about 11% of all occupational disease claims (7). Average medical 
costs and indemnity payments in 1981-1982 for these forms of mental stress actually sur- 
passed the average amounts for other occupational diseases (7). The American Psychiatric 
Association now lists occupational stress in its Diagnostic and Statistical Manual as a subcat- 
egory of the major diagnostic axis of “psychosocial stress” (8). 

There are increasing data on the relationship between specific working conditions and psy- 
chological disorders. For example, in a questionnaire survey of over 2,000 workers in 23 dif- 
ferent occupations, strong occupational differences were found in psychosocial job stressors 
and in somatic and affective complaints (7). Ratings of boring, repetitive job tasks and role 
ambiguity were more prominent among several classes of blue-collar workers (e.g., assembly- 
line workers, fork-lift truck drivers, and machine operators) than among white-collar profes- 
sionals (e.g., professors and family physicians). The most satisfied occupational groups were 
physicians, professors, and white-collar supervisors. Groups experiencing the highest levels 
of job stressors and their resultant ill effects were assemblers and relief workers on machine- 
paced assembly lines. 

NIOSH investigators ranked 130 occupations by rate of admission to community mental 
health centers in Tennessee to determine the relative risk of psychological or stress-related 


“References to the previous articles are given in the most recent article: MMWR 1986;35:561. 
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disorders by occupation (9). Heading the list were jobs in health care, service occupations, 
and blue-collar factory work— which tend to be characterized by stress-producing conditions 
such as a lack of control over the job by the worker, repetitive work, shift work, and a re- 
sponsibility for others.t in other studies, workers on night and rotating shifts (including the 
health-care occupations) reported more disturbances of sleep; altered eating habits; and 
higher rates of visits to clinics, absences due to sickness, and on-the-job injuries than did 
those on fixed day shifts (70-72). 

Work environments characterized by technological innovation have also been investigated; 
a major focus has been on office work influenced by the introduction of computers (73, 14). 
“Adverse working conditions” (e.g., poorer physical environment, reduced job control and 
social support) tend to be reported more frequently by workers using new-technology office 
equipment such as video display terminals. Some of these conditions have been linked to 
chronic stress-related disorders (4, 75). 


tThese results represent findings in only one state (Tennessee), and occupational groups may differ con- 
siderably in their patterns of use of community mental health centers. 


(Continued on page 619) 





TABLE |. Summary —cases specified notifiable diseases, United States 
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TABLE II. Notifiable diseases of low frequency, United States 





Cum 1986 Cum 1986 
_—— 
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"There were no cases of internationa'ly imported measies reported for this week 
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TABLE Ill. Cases of specified notifiable diseases, United States, weeks ending 
September 27, 1986 and September 28, 1985 (39th Week) 
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TABLE lil. (Cont’d.) Cases of specified notifiable diseases, United States, weeks ending 
September 27, 1986 and September 28, 1985 (39th Week) 
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TABLE IV. Deaths in 121 U.S. cities." week ending 
September 27, 1986 (39th Week) 





All Causes. By Age (Years) 
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* Mortality data in this table are voluntarily reported from 121 cities in the United States. most of which have populations of 100 000 or 
more.A death 1s reported by the place of its occurrence and by the week that the death certificate was filed Fetal deaths are not included 
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Worksite studies by NIOSH have revealed that job stresses may contribute to acute distur- 
bances among groups of workers, including those termed “mass psychogenic illness” (76). 
The sudden appearance of symptoms, usually in response to some “trigger factor” such as a 
strange odor, may result in spread of the apparent “iliness” throughout the plant, with symp- 
toms such as headaches, dizziness, and nausea. Investigations often fail to detect specific 
physical or chemical causative agents. However, factors such as heavy work load, strained 
labor/management relations, and physical discomfort at work may be present and related to 
the reporting of symptoms. 

Emerging trends in technology, the economy, and demographic characteristics of the 
work force may lead to increased risk for psychological disorders. For example, a 26% in- 
crease is projected for employment in the health services, an area that may be associated 
with elevated risk (9, 77). Computers and robots are expected to affect seven million factory 
jobs and 39 million office jobs (78). According to some forecasters (78), possible conse- 
quences may include job displacement, reduced skill requirements, and lower-paying jobs. It 
has been projected that in the next decade, nine of every 10 new jobs will be in the service 
sector (79). Routine service jobs may not provide the compensation and benefits associated 
with the more traditional industrial and manufacturing jobs (78). Six of 10 new jobs in the 
next decade will be filled by women (79), and dual job/home role demands and constrained 
occupational opportunities for women may result in an adverse impact on their mental health. 
Reported by Div of Biomedical and Behavioral Science, National Institute for Occupational Safety and 
Health, CDC. 

Editorial Note: A prevention strategy for psychological disorders should take into account 

both the causal mechanisms and the factors that perpetuate these disorders. Work-related 

psychological disturbances are known to be influenced by both the physical and psychosocial 
characteristics of given job situations. Moreover, these factors operate in concert with factors 
unrelated to the job— such as life events; familial demands and support; and the traits, capaci- 
ties, and needs of the workers themselves (e.g., personality, age, sex, experience/learning). 

The interaction of these variables is complex, and the relative influence of each is not thor- 

oughly understood. Nevertheless, approaches to prevent work-related psychological disor- 

ders should still be taken using the information currently available. 

Stress-reduction techniques (e.g., meditation, biofeedback, muscle relaxation, cognitive re- 
structuring, and anxiety management) have been taught to both blue- and white-collar work- 
ers in worksite training sessions. Follow-up studies have shown decreases in psychophysio- 
logic activity (e.g., muscle tension and blood pressure levels) and reductions in subjective 
reports of anxiety, sleep disturbances, and other health complaints with each technique (20). 
However, improvement in all these parameters persisted less than 3 months after training 
ended. 

Stress management treats only the symptoms of the problem—not the cause. Therefore, 
efforts to control risk factors at the worksite are also important. Some previously described 
suggestions for controlling worksite risk factors for psychological disorders are listed below 
(27). These suggestions appear to have merit for reducing work-related psychological disor- 
ders, but further evaluation and study are needed for a complete understanding of their 
impact. 

@ Work schedule. Design work schedules to avoid conflict with demands and responsibili- 
ties unrelated to the job. Schedules for rotating shifts should be stable and predictable, 
with rotation in a forward (day-to-night) direction. 

®@ Participation/control. Allow workers to provide input for decisions or actions affecting 
their jobs. 
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Workload. Ensure assignments are compatible with the capabilities and resources of the 
worker, and allow for recovery from especially demanding physical or mental tasks. 
Content. Design tasks to provide meaning, stimulation, a sense of completeness, and an 
opportunity to use skills. 

Roles. Define work roles and responsibilities clearly. 

Social environment. Provide opportunities for social interaction, including emotional sup- 
port and help directly related to one’s job. 

Future. Avoid ambiguity in matters of job security and career development. 

In addition to evaluation of these suggested actions, efforts are needed to advance the un- 


derstanding of work-related psychological disorders and of methods appropriate for their 
control, including: 


. Improving the systems for surveillance of psychological disorders in the workforce as 
related to working conditions. 


. Improving research techniques for investigating stressful working conditions and their 
health consequences. 


. Improving training of occupational health professionals and workers in recognizing stress- 
ful workplace conditions and signs of worker stress and in effecting remedial measures. 

. Furthering the development of mental health components in occupational health and 
safety programs. 
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Misclassification of Maternal Deaths — Washington State 


To determine more accurately the number of maternal deaths in the State of Washington 
in the period 1977-1984, death certificates for all reproductive-age women who died in 
those years were linked to birth and fetal-death files. The purpose of this linkage was to 
identify women who had died within a year after having a live birth or fetal death. For this 
8-year period, the record linkage identified 23 maternal deaths (Table 3) in addition to the 34 
maternal deaths reported through the state's vital statistics system. This total of 57 repre- 
sents a 68% increase in ascertainment of maternal deaths. 

To establish linkage, the names of the 2,073 women, ages 15-44 years, who had died in 
Washington State in 1977-1984 from causes other than cancer and intentional or uninten- 
tional injuries, were compared with the names of women on birth and fetal-death files. When 
these names matched, birth and death certificates were compared to verify each match. The 


TABLE 3. Maternal death by cause and source of information — Washington, 1977-1984 





State vital statistics Record linkage only 
Cause of death (n=34) (n=23) 





Direct causes 

Hypertension 

Pulmonary embolism 

Uterine hemorrhage 

Anesthesia complication 

Ectopic pregnancy 

Sepsis 

Air embolism 
(Self-induced abortion) 

Other 


Indirect causes 

Cerebrovascular accident 
(Nonhypertensive) 

Congenital heart disease 

Respiratory failure 
(Pre-existing pulmonary disease) 

Hepatic failure 

Pneumonia 

Hypertensive heart disease 
(Pre-existing hypertension) 
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woman's cause of death, the interval between delivery and death, and other medical informa- 
tion about the case were reviewed to determine whether the death should be classified as ma- 
ternal (Table 3). Maternal mortality was defined as either a direct or indirect maternal death 
occurring within 42 days of delivery, based on the codes defined by the /nternationai Classifi- 
cation of Diseases (1,2). 

Of the 34 maternal deaths reported through the state’s vital statistics system, 20 were 
linked to birth or fetal-death certificates; 14 women had a maternal condition listed as the 
cause of death, but were not linked to birth or fetal-death certificates. In addition, death certi- 
ficates for 39 other women were matched with birth or fetal-death certificates, but these 
deaths had not been classified by the state's vital statistics system as maternal deaths. For 
16 of these 39 deaths, a causal association with pregnancy was unclear or unlikely; the other 
23 were classified as maternal. Seven of the 23 maternal deaths that were originally mis- 
classified as non-maternal were concurrent with the reported birth or fetal death. 

Reported by P Starzyk, PhD, F Frost, PhD, JM Kobayashi, MD, State Epidemiologist, Washington Dept of 


Social and Health Svcs; Pregnancy Epidemiology Br, Research and Statistics Br, Div of Reproductive 
Health, Center for Health Promotion and Education, CDC. 


Editorial Note: There was a decrease in misclassified deaths in Washington State between 
1977 and 1984. In the period 1977-1981, 19 (53%) of 36 maternal deaths were originally 
misclassified as non-maternal (3). In contrast, in 1982-1984, only four (19%) of 21 maternal 
deaths were originally misclassified. The decrease in misclassified maternal deaths in 
1982-1984 probably reflects an increased number of queries by the nosologists during this 
period. A review of maternal death certificates in Washington showed that 60% of the mater- 
nal deaths were queried from 1982 through 1984, in contrast to 15% from 1977 through 
1981. 

Based on the state’s vital statistics, the maternal mortality rate in Washington was 6.5 ma- 
ternal deaths/100,000 live births for this 8-year period. However, the rate calculated from 
both vital statistics and record linkage was 10.9/100,000 live births. Underestimation of ma- 
ternal mortality is a problem that has long been recognized (4,5). The Washington State 
study —as well as recent studies in Georgia, New Jersey, and Puerto Rico— suggests that the 
problem persists (6,7,8). The percentage of maternal deaths not obtainable from routine 
coding of death certificates ranged from 27% in Georgia to 71% in Puerto Rico. As was 
shown in Georgia (6), this study demonstrates that more complete counts of maternal deaths 
can be obtained from routine linkage of birth and fetal-death certificates with death certifi- 
cates of reproductive-age women. 

Several categories of maternal deaths may not be found through record linkage if they are 
misclassified on death certificates. The first category includes maternal deaths that may not 
generate a record of pregnancy outcome. This includes maternal deaths from ectopic 
pregnancy, gestational trophoblastic disease, induced abortion, and first-trimester spontane- 
ous abortion, as well as maternal deaths that occur during pregnancy. The second category in- 
cludes maternal deaths that are misclassified but are not identified by record linkage because 
of incorrect identifiers (e.g., name, address, and birth date) or because of unreported births or 
fetal deaths. Some of these maternal deaths can be identified by supplementing information 
from vital statistics with annual maternity service reports from hospitals and with individual 
reports from physicians, hospitals, and medical examiners (7). Furthermore, as was shown in 
Puerto Rico (8), a review of death certificates and selected medical records of reproductive- 
age women who died could probably identify even more of these maternal deaths. 

in 1983, the reported maternal mortality rate in the United States was 8.0/100,000 live 
births (9). The U.S. Public Health Service 1990 Objective for maternal mortality is a maternal 
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death rate not to exceed 5/100,000 live births for any county or for any ethnic group. Accu- 
rate and complete data on maternal deaths may facilitate the development of strategies to 
reduce the maternal mortality rate. In the near future, the Center for Health Promotion and 
Education, CDC, plans to establish a National Maternal Mortality Surveillance System to assist 
in achieving this objective. 

References 


1. 


National Center for Health Statistics. Instructions for classifying the underlying cause of death, 
1976-1978. Vital statistics, part 2A. Hyattsville, Maryland: Department of Health and Human Ser- 
vices, Public Health Service, National Center for Health Statistics, 1976. 


. National Center for Health Statistics. instructions for classifying the underlying cause of death, 1979. 


Vital statistics, part 2A. Hyattsville, Maryland: Department of Health and Human Services, Public 
Health Service, National Center for Health Statistics, 1978. 


. Benedetti TJ, Starzyk P, Frost F. Maternal deaths in Washington State. Obstet Gynecol 1985;66: 


99-101. 


. Barno A, Freeman DW, Beliville TP. Minnesota maternal mortality study; five-year general summary, 


1950-1954. Obstet Gynecol 1957;9:336-44. 


. Jewett JF. Changing maternal mortality in Massachusetts. N Engl J Med 1957;256:395-400. 
. Rubin G, McCarthy B, Shelton J, Rochat RW, Terry J. The risk of childbearing re-evaluated. Am J 


Public Health 1981;71:712-6. 


. Ziskin LZ, Gregory M, Kreitzer M. improved surveillance of maternal deaths. int J Gynaecol Obstet 


1979;16:281-6. 


. Speckhard ME, Comas-Urrutia AC, Rigau-Perez JG, Adamsons K. Intensive surveillance of 


pregnancy-related deaths, Puerto Rico, 1978-1979. Bol Asoc Med PR 1985;77:508-13. 


. National Center for Health Statistics. Advance report of final mortality statistics, 1983. Monthly Vital 


Statistics Report 1985;34:38. 








NOTE: As of October 1, 1986, the text of each week’s issue of the Morbidity and 
Mortality Weekly Report (MMWR), which has been available through CDC’s Rapid In- 
formation Transmittal System (RITS), will no longer be available on that system. Per- 
sons who wish to obtain the MMWA text electronically must do so through Medical In- 
formation Network (MINET). For additional information about MINET, contact Ms. Joan 
Kennedy, Information Resources Management Office, Centers for Disease Control, At- 
lanta, GA 30333; phone: (404) 329-3396, FTS 236-3396. 
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FIGURE |. Reported measies cases — United States, weeks 35-38, 1986 
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